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Investigations.-Barium meal: Small gastric ulcer on the lesser curve. B.M.R. -23%; -13%. Insulin tolerance test showed a rapid fall and abnormally slow rise; 17-ketosteroids excretion 2-0 mg. and 1-2 mg. in twenty-four hours.
Since May 1947 the patient has been greatly improved by treatment with thyroid and stilbcestrol and latterly by implantation of testosterone and DOCA.
Comment.-When the patient was admitted to hospital in 1931, it is recorded that she had severe and recurrent hematemeses. From this time the symptoms and signs of Simmonds' disease developed. She did not seek medical advice for these complaints until fourteen years later, when symptoms of anxiety and depression coupled with attacks of hypoglycxmia caused her admission to a hospital for psychiatric investigation.
This patient was not pregnant at the time of onset of her illness, nor was there evidence of any local pituitary, or general disease. The hxmatemeses appear to be the only precipitating factor causing the subsequent development of Simmonds' disease. We have found no previous record of Simmonds' disease following haematemeses in the literature.
Male, aged 23.
History.-Always fit and well with normal development in puberty until four and a half years ago. At that time sustained a fracture of the base of the skull in a lorry accident. Was fourteen weeks in hospital. Found that he had no energy, was slowing up both mentally and physically. These symptoms have continued. Persistent lassitude and weakness. Complete loss of libido. Has gained 2 st. in weight, and has noticed that his face has become very pale and puffy. Used to shave daily, since the accident this has dropped to once in three weeks.
March 1948: He developed a dental abscess, and although the infection was not severe he lapsed into a drowsy comatose state, with much vomiting. Blood-pressure 95/60 at this time.
July 1948: Investigated in hospital. On examination.-Pale lethargic young man. Fine soft skin, but puffy face and hands. Scalp. hair normal. Eyebrows thin at outer third. Face and body hair very scanty. B.P. ranged from 95/60 to 120/90. 17-ketosteroids-1 mg./twenty-four hours.
B.M.R. -28 %. Radio-iodine excretion showed evidence of thyroid hypofunction.
Fasting blood sugar-72 mg. per 100 c.c. Insulin sensitivity test-increased sensitivity. X-ray of skull-small bony thickening in floor of sella turcica. 600 mg. of testosterone implanted. Marked improvement followed on this.
Thyrotoxicosis, Exophthalmic Ophthalmoplegia, Myasthenia Gravis and Vitiligo.-RAYMOND GREENE, D. M. Woman aged 27 with one child. History.-She was perfectly normal until December 1946 when she began to complain of fatigue and breathlessness on exertion. In February 1947 she first noticed occasional diplopia, which got worse as the day wore on and which steadily increased. In April 1947 exophthalmos began in the right eye and she first noticed a patchy brown pigmentation of the skin. The complete classical syndrome of thyrotoxicosis rapidly developed and treatment with thiouracil began in May 1947. In June 1947 ptosis of the left eye was first observed. In July weakness began in the right arm and in August this was followed by weakness of the left arm and both legs.
